The importance of the menisci for transmitting workloads in the knee joint to protect the articular cartilage is widely acknowledged. Therefore various techniques have been introduced to repair the damaged meniscus.
INTRODUCTION
The importance of the menisci for transmitting workloads in the knee joint to protect the articular cartilage has been historically underestimated but is now widely acknowledged [1, 2] . The deleterious long term effects of total meniscectomy are not only described by Cox [3] [4] [5] [6] but McGinty and others [7, 8] developed to repair lesions in the peripheral third of the menisci [9] [10] [11] [12] [13] [14] beginning with the pioneer work of Annondale in 1885 [15] .
The outcome of arthroscopic meniscus repair can be evaluated either by clinical function using scores [16, 17] , MRI-scanning [18] or biometrical measures such as isokinetic testing.
We will present clinical and isokinetic results after arthroscopic repair of the ruptured meniscus. All patients could be interviewed by phone, 23 were available for additional follow-up examination. Patient data is shown in Table I .
MATERIALS AND METHODS

Between
The arthroscopy was carried out under standard settings [19] . After inspecting the menisci the indi- The follow-up assessment included a clinical examination based on the rating scores following Lysholm [16] and Lais [22] as well as on isokinetic testing with a CYBEX 6000. This system including the well tailored software allows the measurement of deficits regarding muscular performance in flexion and extension of the knee joint. The isokinetic testing was categorized 'excellent' if the operated knee performed better than the not-operated knee. If the muscular deficit of the injured knee was less than 20% it was considered to be 'good', more than 20% 'satisfactory' and more than 40% 'fair'.
The evaluation of the data followed the measures of descriptive statistics and the correlation tests had to be operated again in a different hospital for meniscectomy 1.5 years after primary procedure. Of the 23 reexaminated patients 74% showed excellent results according to the Lysholm-score (4% good, 22% satisfactory and 0% fair). Following the criteria described in the knee evaluation score by Lais 48% of the patients had to be categorized excellent and 30% good (18% satisfactory and 4% fair).
The isokinetic testing showed in 91% of the patients excellent or good muscular performance in the flexion of the knee joint. Details are shown in Fig. 3 .
There is no correlation to be found between the age of the patient at the moment of the trauma and the outcome of the procedure. The same applies to the time period between the trauma and the operation (Fig. 4) . On the other side there is a significant correlation between the four measures of evaluation. No arthroscopy related complications could be found.
DISCUSSION
The demographic structure of our patients corresponds to the literature [23] [24] [25] [26] [27] as well as the incidence of the indication for meniscal repair. It seems quite surprising that even so called 'knee centers' do only +10 meniscus repairs per year [28, 29] despite the fact that most of the published studies describe a 'success rate' of 80-100% [17, 25, [29] [30] [31] [32] [33] ]. This appears promising in relation to the questionable long term results after partial or total resection of the meniscus as mentioned above.
What are the factors influencing the results of meniscal repair? The age-factor is touched only by Clark [34] quoting that young tissue heals better than old tissue. The time-factor, which describes the time between trauma and operation, is discussed a.o. by Hamberg [35] Central lesions have a worse prognostic appearance than peripheral ones [38] . The length of the lesion should not be a criterium at least not for an experienced surgeon. The biomechanic reactions of the suture itself are described by Kohn and R6ssig [37] stating that vertical slings are better than horizontal ones and should be preferred if possible.
The terminating knot appears to be weaker (25%) in comparison to the outside-in technique with vertical slings (100%) [37] . This is understandable if you regard the circular construction of the collagen fibres. The clinical importance of the suture intervals seem to be questionable and range between 3
[39], 5 [40] and 10mm [41] . Resorbable or nonresorbable threads a robust conclusion cannot be determined in the literature but the tendency goes towards the non-resorbable material [42] .
The modified outside-in technique of 3 punctures for 2 sutures used by the author has the advantage of being clinically fast and can le alternated for vertical sutures as well. Costly instrumentation is not necessary.
The rehabilitation regime should be based on the intraarticular situation and the knowledge that an increasing flexion of the knee (more than 60 stresses the meniscus to a substantial extent [43] .
Therefore a dynamic intraoperative examination is essential for the assessment of the stability of the repair. This leads to the postulate of a concomitant treatment of a ACL/PCL lesion with instability [30] .
Our results compare well to the relevant literature [17, 25, 29, 31, 33] (Table II) .
As evaluation measures of meniscal repair MRI is suggested [18] but not (yet) accessible for all the patients. The quality of assessment of the actual status of the reconstructed meniscus is discussed controversially. The very valuable second look arthroscopy has its limits at ethical borders unless the indication results out of persisting or new knee pain. 
